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We report an unusual foreign bodies in the form of small pieces of stones (gravel), about 1 kg in weight in
the rectum of a ﬁve year old child, which were retrieved via transanal route. The case presents a brief
note on the presentation and management of such unusual foreign body in the rectum of child.
 2014 Published by Elsevier Inc.Colorectal foreign bodies have been described in literature in
adults as well as children [1]. Foreign body in colorectum range
from blades, vegetable matter, bottles, rubber objects, sex toys,
lamp, glass, etc. Here we describe a case of colorectal foreign body
which were small pieces of stones introduced via anus in a ﬁve year
old child. These multiple stones (gravel), about 1 kg of weight were
removed manually per rectum using lidocaine jelly 2%.1. Case report
A ﬁve year old male child, 18.5 kgs weight was admitted in our
department with the complaints of abdominal pain and con-
stipation since 5 days. There was no history of fever, vomiting or
bleeding per rectum. There was no history of passage of stones per
rectum. On examination the child was afebrile, normal blood
pressure and respiratory rate. Abdominal examination revealed a
hard palpable lump in left iliac fossa, but there was no distension or
tenderness. Digital rectal examination (DRE) revealed a patulous
anal opening and gravel was felt within rectum, with lots of foul
smelling discharge from the rectum. Furthermore there was no
evidence of bleeding PR on digital rectal examination. On revisitingBY-NC-ND license (http://
lock, Room No. S ¼ 2, Skims
id).
Elsevier Inc.the history the child revealed to parents that he was sexually
abused and small pieces of stones (gravel) were introduced into his
rectum by some person [Fig. 1]. Investigations revealed hemoglo-
bin; 11 mg/dl, Total leukocyte count; 11,000 [Neutrophils; 6000,
Lympocytes; 3400, Platelet count; 1.8 lac] Urea; 14, Creatinine; 0.7,
normal urine examination and coagulogram. Abdominal radiog-
raphy revealed multiple radio opaque shadows in the rectum and
sigmoid colon [Fig. 2]. Trans-abdominal ultrasound showed multi-
ple hyperechoic shadows in pelvis.
The patient was managed with an intravenous access, a naso-
gastric tube and parenteral antibiotics. After lubrication with 2%
xylocaine-jelly, the stones from the rectum were removed gently
along with saline washes [Fig. 3]. While retrieving the stones from
the rectum, subsequent saline rectal washes and proctoclysis
enema cleared the remaining gravel. Some proximal stones were
removed with ﬂexible sigmoidoscopy. The patient was kept under
observation for few days. Orals were started on 3rd day and dis-
charged home on 5th day of admission. The patient is on follow up
and doing well.2. Discussion
Rectal foreign bodies have been reported in patients of all ages,
and ethnicities. Colorectal foreign bodies are not an uncommon
presentation to the emergency department, and some authors have
suggested that the incidence is increasing [2]. The foreign body in
children are usually introduced by either a second person during
sexual abuse, as was in our case or voluntarily inserted. The rectal
foreign bodies which have been reported include ceramic
Fig. 1. Gravel retrieved, patulous anus.
Fig. 3. Stones being removed manually after application of lidocain-2%.
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barrels, candles, oven glove, portable stove, soft drink can, shoe-
horn, torch, ceramic mallet, broomstick, packets of drugs, umbrella,
stones, batteries, magazine, and thermometers [1].
Meticulous history and examination is of paramount importance
in the diagnosis of rectal foreign body and its subsequentFig. 2. X-ray abdomen standing; showing rectum and sigmoid colon pack.complication as in our case. Rectal foreign bodies in children pre-
sent with chief complaint of rectal pain or abdominal pain, bright
red blood per rectum, inability to have a bowel movement, and
rectal mucous leakage. When suspected, physicians need to bring
up the possibility of a retained or removed rectal foreign body in a
nonconfrontational way. This may be difﬁcult, especially in the case
of nonvoluntary placement, and physicians should also be prepared
to provide emotional support. Yet, valuable information may be
gained from a description of the object(s), timing of event, and
history of repetitive trauma from either placement or attempted
removal.
In our case the rectum and sigmoid contained multiple small
calculi (gravel) which were introduced by another person into the
rectum of the child.
In most cases, patients present several hours to days after the
placement of the rectal foreign body, and on occasion, the foreign
body has even been successfully removed but the patient has
delayed symptoms of bleeding, perforation, or even incontinence [3].
Foreign bodies can be palpated either in left or right lower
quadrant of abdomen as described in our case. DRE conﬁrmed the
presence of multiple small stones. Careful attention should also be
paid to the status of the sphincter, especially in patients without a
prior history of foreign body placement and in those involuntary
cases. Radiologic evaluation is far more important than any labo-
ratory test. Radiography will conﬁrm the presence of foreign ma-
terial, its nature, location, shape and dimensions.
In our case, there was no sign of peritonism, so the stones were
removed trans-anally after application of xylocaine jelly and saline
washes. Although regional or general anesthesia may be needed for
a relaxation of anal sphinctor [4]. A rigid proctoscope or sigmoid-
oscope may at times help in retrieving a foreign body. Extraction
with ﬂexible sigmoidoscope has been successful in case of small
foreign bodies. Rigid proctoscopy/ﬂexible sigmoidoscopy should be
performed after the object has been removed to rule out ischemia
and bowel perforation [5].
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rectal washes and enema facilitated the removal of residual gravel
from colon, which may not be always true. Factors such as size,
shape, number, andmigration of foreign bodies canmake it difﬁcult
to retrieve the rectal foreign bodies. Occasionally in case of failure of
retrieval or peritonitis a laparotomy is indicated [6].
Upon searching the literature the gravel have never been re-
ported in the rectum of a child. Our case is perhaps the ﬁrst case
report in literature. X-ray abdomen should always be sought
whenever one suspects a rectal foreign body.
3. Conclusion
Colorectal foreign bodies introduced through trans-anal route is
a common event amongst adult population in developed countries.
However they are very infrequent in children of developing coun-
tries. Our case is of its ﬁrst in stance regarding the load and contentof foreign bodies introduced. Thorough history and examination are
very important in diagnosis of such cases.References
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